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: An unannounced annual survey was conducted at
: this facility from April 12, 2010 through April 16, _
2010. The deficiencies contained in this report are| ] ) )
based on observations, staff and resident 1. Resident #151is currently in
| interviews, clinical record reviews, and review of : the hospital.. Current residents
facility policies and procedures and other - with any change in condition
documentation as indicated. The facility census have been reviewed for proper
on the first day of the survey was 87. The survey physician/family notification
sample totaled 32 residents. ) ﬁd follow upﬁallb el , &f15/10
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 157 : be}i‘:ﬁ?‘;‘sﬁf{) forfic: n‘sle‘:l““f
5s=D | {{INJURY/DECLINE/ROOM, ETC) nursing staff on physician and
A facility must immediately inform the resident; mgd?ggfcanon of change
consult with the resident s physician; and if 3. Random audits shall be
known, notify the resident's legal representative completed over the next 90
1 or an interested family member when there is an davs for residents with 2
- accident involving the resident which results in chzn e in condition to
{injury and has the potential for requiring physician det ge liance. Thi
intervention; a significant change in the resident's ]Sa?]n:mt;comp ‘l’fﬂl Sf
physical, mental, or psychosocial status (i.e., a :he DOeNl; Tesponst ty
deterioration in health, mental, or psychosocial s+ The DON selfelllgllfe.ortto the
status in either life threatening conditions or : Administrator anﬁzinA
clinical complications); a need fo alter treatment -
 significantly (i.e., a need to discontinue an con-amlttee.mt;ntl;lay anyu
exisiing form of treatment due to adverse gan;fsm © ta;:necwd'
consequences, or to commence a new form of ;Qalcomﬁltt;: § dassess :
treatment); or a decision to transfer or discharge and evaluate the data an
the resident from the facilfity as specified in ' provide reconnne_ndatmns as
' §483.12(a). _ nec:esse?ryto obt-amand
: maintain compliance.
N The facility must also prompily notify the resident
| and, if known, the resident's legal representaiive
. or interested family member when there is a
i change in room or roommate assignment as
specified in §483.15(e){2); or a change in
resident rights under Federal or State law or ]
| regulations as specified in paragraph (bj)(1) of :
l this section. ) | I ‘
LABORATORY QIRECTOR'S OR PROVJBER/SUPPLIER REPRESENTATIVE'S SIGNATURE TTLE (X6} DATE
b Lot i Nt [ttty S 1070

Menc stateor?ﬂ{ending with an as{%k *) denotes a deficiency which the instiﬂ;tion may be excused from correcling providing it is determined that

other safegufirds pro¥ide sufficient protectioo the patients. (See instructions.} Except for nursing homes, the findings stated abave are disclosable 90 days
foliowingthe date of survey whether or not a plan of correction is provided. For nursing hemas, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. I deficiencies are cited, an approved plan of correction is requisite to continued
pregram participation.
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The facility must record and periodically update
the address and phone number of the resident's
legal representative or interested family member.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review and interview, it
was determined that for one (R151) out of 32
sampled residents the facility failed to consult with
the resident's physician regarding a significant
change. The facility failed to notify the physician
when R151 experienced an elevated
temperature. Findings include:

The facility's policy and procedure entitied
. "Physician Nofification” was reviewed.

R151 was admitted to the facility on 12/8/09 post
hospitalization for rehabilitation services. R151
was non verbal and had diagnoses that included
fracture of the left upper leg, osteoporosis,
profound mental retardation, chronic airway
obstruction and asthma.

Review of R151's nurse's notes and temperature
summary sheets revealed that the resident had:
elevated temperatures of 99.4 F (axillary) on
12/9/09 at 11:03 PM, 99 F on 12/10/09 at 2:15
AM andg 101.1 F (oral) on 12/10/09 at 4:51 PM.,
There was no evidence that the facility notified the|,
physician regarding these elevated temperatures. !

1 On 12/11/08, R151 was seen and examined by 5
; the physician for the admission health and 3
1 physical (H & P). The H & P did not indicate any ‘
| elevations of R151's temperature and there was |
| no evidence that the physician was notified at that
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241

' nurse's note stated the resident had a good
appetite for dinner and had no signs or sympioms
i of pain or discomfort. Again, there was no

: A nurse's note, dated 12/12/09 stated R151 had a
t temperature of 100.5 F at 9 PM and after Tylenol

-4/16/10, she acknowledged the findings.

SS=8 |

Continued From page 2
time.

A nurse's note, dated 12/11/09 and timed 10:20
PM, indicated that R151 had an oral temperaiure
of 101.5 F, Tylenol was administered and the
temperature decreased to 97.4 F (axillary). The

evidence that the physician had been notified of
R151's elevated temperature.

was given it dropped to 8.1 F. No other signs
and symptoms were noted, nor was there
evidence that the physician was notified.

On 12/13/09, nurse's notes indicate that R151's
temperature was 101.4 F af 8:30 AM. Tylenol was

administered, however once again the physician |
was not notified. At 1:00 PM en 12/13/09, the ;
nurse's note stated R151 was diaphoretic ;
{sweaty) and her temperature was 102.1 F. |
Tylenol was administered and the physician was
finaliy notified and ordered a chest x-ray,
urinalysis {UA) and urine culture and sensiiivity (C
& S). R151 was found to have a urinary tract
infection. '

The facility failed to notify the physician regarding
R151's elevated temperatures in a timely manner.
In an interview with E2 (Director of Nursing) on

483.15(a) DIGNITY AND RESPECT OF
INDIVIDUALITY

' The facility must promote care for residents ina |
; manner and in an environment that maintains or |

F 157

F 241, |
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I that maintains or enhances each resident's dignity

! served and their food remained on the irays.
. Finding include: '

enhances each resident's dignhity and respect in
full recognition of his or her individuality.

This REQUIRE]VIENT- is not met as evidenced
by: :

Based upon observation and interview it was
determined that the facility failed to promote care
for residents in a manner and in an environment

and respect during the dining experience for 3
(R112, R116 and R142) out of 32 Stage I
sampled residents in relation to clothing
protectors. Additionally, in the restorative and the
dayroom at the nurses' station, all residents were

1. During a lunch observation on 4/12/10 at 12
PM in the restorative dining room, E10 (CNA} was
' observed placing a clothing protector on R112
without first asking permission.

2a. During the same lunch observation on 4/12/10
at approximately 12:05 PM, E10 {CNA) attempted
to ptace a clathing protector on R142 without first
asking if she wanted one. R142 refused to have
the clothing protector applied.

i b. During a dinner observation on 4/15/10 at
| approximately 4:50 PM in the restorative dining

i room, R142 was observed having a clothing

. protector placed by E12 (CNA)withcout first asking
the resident if she wanted it. E12 stated during
interview on 4/15/10 at 5:10 PM that she was
supposed to ask the resident if she wanted to use
i a clothing protector before applying one.

3. During the same dinner observation on

F241

1. All residents identified remain
in the center and are having
their dignity protected by
being asked if they would like
‘clothing protectors used during
meals. Current residents have
been observed before meals to
determine no others are
affected.

2. In-servicing shall be
completed on or before
6/15/10, for all staff on
resident rights and dignity.

3. Random rownds shall be

. completed over the next 30
days to determine compliance;
this shall be the responsibility
of the Social Services
Director/designee.

4. The Social Service Director
shall report to the
Administrator and QA
committee monthly any
variances in the data collected.
The QA committee shall assess
and evaluate the data and
provide recommendations to
obtain and maintain
compliance.
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4/15/10, R1186 was interviewed and stated that he
was not asked if he wanted a clothing protector
on. He further stated that it was just placed on
him and he did not think that he needed it. R118's
clothing protector remained clean throughout the
meal.

During dining observations on 4/12/10 at the
mid-day meal and on 4/15/10 at the evening
meal, residents in the assisted and restorative

" dining areas were served meals on trays and ate
their entire meals from their trays. Service in the

rmain dining room differed in that residents there
had their plates removed from their trays and
placed on the dining tables.

483.20(d), 483.20(k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
obiectives and timetables to meet a resident's

- medical, nursing, and mental and psychosccial
: needs that are identified in the comprehensive

assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right fo refuse treatment

F 241

F 279

FORN CMS-2567{02-29} Previous Versions Obsociete Event 1D:SP1L11

Facility ID: DEQO30 If continuation sheet Page 50of 13




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES -

PRINTED: 04/28/2010
FORM APPROVED
OMB NO. 0838-0341

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

085025

{X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
COMPLETED
A, BUILDING o
B. WING
04/16/2010

: NAME OF PROVIDER OR SUPPLIER

CHURCHMAN VILLAGE

STREET ADDRESS, CiTY, STATE, ZIP CODE
4949 DGLETOWN-STANTON ROAD

NEWARK, DE 19713

resident care area. R13's care plan for anxiety
_ | failed to include behavior monitoring and the

i pharmacological intervention. R14's care plan
failed io address anxiety and the behavior
monitoring for this care area. Findings include:

1. Record review revesled that R13 was admitted
to the facility on 1/11/08 and was receiving Xanax
every day for anxiety related to her medical
conditions. A care plan was implemented on
1/11/08 and still active for anxiety, however, the

! care plan faited to include the monitoring for the
behavior symptom. In addition, the care plan
failed to include the pharmacological intervention
as well as the potential side effects of the
medications. An interview with the Director of
Nursing (E2} on 4/16/10 at 1 PM confirmed the
findings. '

2. R14 had diagncses which included Alzheimer's
dementia with delusions, depression and
generalized anxiety disorder. The resident was
receiving an anxiety medication, Klonopin 0.5 mg
tid (3 times a day), for anxiety. The resident was
being monitored for a behavior of crying forno |
i apparent reason. According to interviews with '
‘nurses E2 , E3 and E6 it was revealed that the

: crying was a sign of anxiety.

|

Although R14’s care plan did address the
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F 279 Continued From page 5 : ' 279
under §483.10(b)(4). '
F279
This REQUIREMENT is not met as evidenced 1. Resident #13 and 14 ‘ , ‘
by: _ R . have been reviewed by é// %/
Based on record review and interview it was the Interdisciplinary
determined that for two (R13 and R14}) out of 32 Care Plan (ICP) team '
sampled residents the facility failed to develop a and the plans of care
comprehensive care plan for an identified has been reviewed and

corrections have been
made as necessary to
meet the resident’s
current level of care.
Behavior monitoring
has been put in place
to monitor behaviors
related to medication
use for resident # 13.
"New and current
residents shall be
reviewed by the ICP
team at the next
scheduled care plan
meeting to determine
accuracy of their plans
of care. i

2. In-servicing shall be
held for the ICP team
and nursing staff on or
before 6/15/10, on care
planning and changes
in condition.

3. Random audits shall be |
completed over the
next 90 days to
determine compliance
with accurate care
plans; this shall be the
responsibility of the

A= Wot G S A

|
|
1
i
i
;
i
i
I
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drug when used in excessive dose (including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate

.indications for its use: or in the presence of

adverse consequences which indicate the dose
should be reduced or discontinued; or any

combinations of the reasons above.

j :
Based on a comprehensive assessment of a

resident, the facility must ensure that residents
who have not used antipsychotic drugs are not

! given these drugs unless antipsychotic drug

therapy is necessary to treat a specific condition
as diagnosed and documented in the ¢linical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs. -

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview it was
determined that the facility failed to ensure that
adequate monitoring of medications was done for
two (R13 and R59) of 32 sampled residents. The
facility failed o provide necessary lab testing for
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F 279 | Continued From page 6 _ F 279
depression and psychosis it lacked any indication '
that the resident had anxiety and was being in the data collected.
monitored for behaviors related to anxiety. The QA committee

F 329 | 483.25() DRUG REGIMEN IS FREE FROM F 329 shall assess and

s5=D : UNNECESSARY DRUGS | evaluate the data and

_ provide

Each resident's drug regimen must be free from recommendations as
unnecessary drugs. An unhecessary drug is any ~ mecessary to obtain and

maintain compliance.
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F 329 | Continued From page 7 F 329] , ?
both residents for medications they were T o _ P
| receiving. Additionally, the facility failed to . F329 i
. monitor behaviors for R13 for a psychoaciive : ; , : .
medication. Findings include: P 1.. Resident #13 has had behavior monitoring
| put in place for the use of Xanax. Resident &ft 5/
{1a. Review of R13's April 2010 monthly ‘ #13 and #59 have been reviewed by the
physician's order sheet (POS) noted that R13 | consultant pharmacist and recommendations
was receiving Lasix (a diuretic) 40 mg. by mouth |- have been given to the primary care
| daily. Record review revealed that the last serum ;. physician for lab studies needed. The i
electrolytes were completed on March 3, 2009 ! primary care physician has reviewed the
and this finding was confirmed with the ADON . | recommendations and has acted
| (E3) during an interview on 4/15/10 at ' appropriately and provided documentation
| approximately 11 AM. Interview with the ‘ in the clinical record. Current residents with
: attending physician (E8) on 4/18/10 at 1 orders for antipsychotic medications have
4 | approximately 12 noon revealed that for R13, been reviewed to determine the need for
serum electrolytes should have been monitored behavior monitoring. An audit has been
| eVery three to four moenths, . J completed by the consultant pharmacist for
' current residents and any need for lab
‘ib Review of facility's policy fitled "Behavior _ studies has been reported to the primary care
| Monitoring" indicated that residents taking physicians for follow up.
psychotropic medication will be monitored for 2.1 In-gservicing shall be held on or before
episodes of behavior symptoms, interventions 6/15/10, for licensed nursing staffon
tried, the outcome of intervention, and any side antipsychotic medications and monitoring |
effects on the behavior monitoring form. Review for the need for the medication, and ‘-
of R13's April 2010 monthiy physician's order ! medications requiring lab studies. :
sheet (POS) noted that R13 was taking Xanax (a 3. Random audits shall be completed weekly to
| psychoactive medication to treat anti-anxiety} .25 ! determine compliance over the next 90 days;
| mg. by mouth daily for anxiety. An interview with this shall be the responsibility of the
~  the assigned certified nursing aide (E9) on DON/designee.
4/14/10 at 2 PM revealed that she was not 4.| The DON shalf report monthiy to the
monitoring any behaviors for R13 since if there Administrator and QA committee any
. were behaviors to be monitored by the CNA's, a8 | | variances in the data collected. The QA ’1
behavior monitering form would have be initiated. | * committee shall assess and evaluate the data
An interview with the ADON on 4/15/10 at | . and provide recommendations as necessary |
. approximately 10:50 AM revealed that behavior ‘ . to obtain and maintain compliance. i
i symptoms related to R13's anxiety were not being .
I monitored, however, she stated that a behavior | {
monitoring form would be initiated on this date. 5
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F 329 | Continued From page 8

2. Review of R59's medication regimen revealed
the resident was receiving Lipitor 10 mg by mouth
daily for elevated blood lipids. The clinical record
lacked evidence of a recent blood lipid profile.
The last lipid panel was found to have been
drawn on 4/1/08,

The facility failed to monitor the effectiveness of
the Lipitor for R59. During an interview with E11
(nurse) on 4/16/10 at 10:24 AM, she _
acknowledged the lack of a recent lipid profile for
' R59. Additionally, an order was written for R58 to
i have a lipid profile drawn on 4/20/10.

|

| The manufacturer's package insert states that

' "periodic testing of a fasting lipid panel to
determine goal attainment” is part of patient
counseling information

(http/iwww . pfizer.com/files/products/uspi_lipitor.p
dfy.

F 334! 483.25(n) INFLUENZA AND PNEUMOCOCCAL
s3=D | IMMUNIZATIONS

The facility must develop policies and procedures
that ensure that --

() Before offering the influenza immunization,
each resident, or the resident's legal
representative receives education regarding the
benefits and potential side effects of the
immunization;

(i) Each resident is offered an influenza
immunization October 1 through March 31
annually, unless the immunization is medically
contraindicated or the resident has aiready been
immunized during this time pericd;

' (iii) The resident or the resident's legal

| representative has the opportunity to refuse
immunization; and

{iv) The resident's medical record includes

F 328

F 334
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: representative was provided education regarding

documentation that indicates, at a minimum, the
foliowing:
{A) That the resident or resident’s legal

the benefits and potential side effects of influenza
immunization; and

{(B) That the resident either received the
influenza immunization or did not receive the
influenza immunization due to medical
contraindications or refusal.

The facility must develop policies and procedures
that ensure that —
(i) Before offering the pneumococcal i
immunization, each resident, or the resident's
legal representative receives education regarding
the benefits and potential side effects of the '
immunization;

(iiy Each resident is offered a pneumococcal
immunization, unless the immunization is
medically contraindicated or the resident has
already been immunized;

(i) The resident or the residenf’s legal
representative has the opportunity to refuse
immunization; and

. (iv) The resident's medical record mciudes
documentation that indicated, at a minimum, the
following:

(A) That the resident or resident's legal
representative was provided education regarding
the benefits and potential side effects of
pneumococcal immunization; and

{B) That the resident either received the
pneumococcal immunization or did not receive ¢
: the pneumococcal immunization due to medical
contraindication or refusal.

{v} As an alternative, based on an assessment
: and practitioner recommendation, a second
i pneumococcal immunization may be given after 5

334

Resident # 103 remains in the center and
has been again offered pneumococcal
vaccine; the vaccine was administered on
| 4/16/10. The appropriate documentation is
located in the clinical record. Current
residents who have previously refused
have again been offered the vaccine and’
the documentation of acceptance or
refusal is located in the clinical record.
In-servicing shall be completed for -
licensed mursing staff on or before 6/15/10
_ on the centers current immunization
policy.
Random audit shall be completed over the
next 90 days to determine compliance.
The DON shall report monthly any
variances in the data collected to the
Administrator and QA committee. The
QA committee shall assess and evaluate
the data and provide recommendations to
obtain and maintain compliance.

:_,.——;ﬂ_____ -

|
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years following the first pneumococcal ]
immunization, uniess medically contraindicated or
the resident or the resident's legal representative
refuses the second immunization. '

This REQUIREMENT is not met as evidenced

by: R ' '
Based on record reviews and staff interview, it

was determined that the facility failed to re-offer

. the pneumococcal vaccination to one (R103) of
five sampled residents. Findings include:

R103 was admitted fo the facility on 9/24/07. At
the time of admission, R103 was offered a
pneumococcal vaccination, which the resident
refused. Record review lacked evidence that

! R103 was re-offered the pneumococcal
vaccination since her refusal at the time of i
admission in 2007. An interview with the Director |
of Nursing (E2) on 4/16/10 at approximately 1 PM
confirmed that the resident was not offered the
vaccination since admission.

F 428 | 483.60(c) DRUG REGIMEN REVIEW, REPORT F 428
ss=p i IRREGULAR, ACT ON :

The drug regimen of each resident must be
reviewed at least once a month by a licensed
pharmacist.

The pharmacist must report any irregularities fo
the attending physician, and the director of

nursing, and these repeorts must be acted upon.
f 1
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This REQUIREMENT it not met as evidenced
b
Bgased on record review and interview, it was F4z28
determined that the facility failed to ensure that Resident #13 and #59 have been reviewed ) _
¢luring the monthly drug regimen review by the consultant pharmacist and o 'fS// -
'irregularities and isck of monitoring were reported i recommendations have been given to the
_ ‘i to the attending physician for two (R13 and R59) ! primary care physician for fab studies
: of 32 sampled residents. Findings include: needed. Resident #13 was transforred o
Christiana Hospital on 4/13/10 and lab
Crogs refer F329 example #1. studies were completed there. Labs were
, _ repeated here on 4/27/10. Lab sindies were |
i Review of R13s April, 2010 monthly phys'lr:‘lan [ conducted on regident #59 on 4/20/10. An 1
larder sheet (POS) noted that R13 was receiving audit was completed by the consuliant ;
' Lesix (a diuretic) 40mg. [milligrams) dally. pharmacist for current residents and any
] : Record review ravealed that the last needed lab studies has been reported to the
. comprehensive metabolie panel (CMP) to monitor primary care physicians for follow up.
: R13's electrolytes was completed in March 3, 2. | In-servicing shalf be held on or before
| 2008, There were no recent elecirolyles during 6/15/10, for licensed nmursing staff on
i the monthly drug regimen, On4/16/10 at medications requiring Jab studics.

; approximately 11 AM, an interview with the 3. | Random audits shall be completed weekiy to
Assistani Director of Nursing (E3) confirmed no determine compliance over the next 90 days;
addifional CMP had been completed sitice March this shall be the responsibility of the

3, 2008, On 4/16/10 at approximately 11 AM, an . DON/designee.
interview with the licensed pharrmacist (E4) ‘4. | The DON shall report monthly to the
revealed that her recommendation would have Administrator and QA committee any
been for the monitoring of elecirolyies every three varianees in the data collected. The QA
to six months, however, this was not identiiied as committee shall assess and evalite the data
| an lrregularrty during the monthly drug regimen end provide recommendations as necessary
review. This resulied in a failure to report the to obtain and maintain compliance.
| lack of menitoring of electrolytes for R13 to the
physician.
Cross refer F329, example 47
2. Ravigw of R58's MRR (Medicaticn Regimen
Rev;aw) ravealed that the facility's consultant 5

| pharmamst falled to identify that RS9 was not I i

» having finid profile blood work monitored whila |

: receiving the medication Lipitor, '

; ‘
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‘During an interview with E6 {nurse) on 4/16/10 at
10:50 AM, she acknowledged that the MRR failed
to identify the lack of periodic lipid profiles.
|
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

The assessment must accurately reﬂect the resident’ s status. -

A registered nurse must conduct or coordinate each assessimetit W1th the approprlate partlmpatlon of health
professionals.

A regxstered nurse must sign and certify that the assessment is completed

Each mlelduaI who coinpletes a portion of the assessmerit mivst sign and certlfy the accuracy of that patrtion
of the assessment. .

Under Medicare and Medicaid, an individual who willfilly and knowingly certifies amaterial and false

| staternent in a resident assessment is subject to a civil inotiey penalty of not more than $1,000 for each
dssessment; or an individual who willfully and knowingly causes gnother individual to certify a material aud
false statement m a resident assessment is subject to a: civil mohey penalty of net more than §5, 000 for each
assessment. :

"Clinical disagreeme'nt does not constituite a material Znd false statement.

This REQUIREMEN’I‘ is'not met as evidenced by: : .
Based on record review and interview, it was defermined that the facility failed tD at;curately codé e
Minimum Data Set (MDS) assessments for three (R142, R89 and R13) out of 32 sampled res1dents Findings
mclude .

I Rev1ew of the 11/11/09 MDS assessment for R142 indicated that the remdent eshibited sad, pamed or
waorried expression, up to 5 days a week. This was coded as a §. A significant change MDS was completed
on 02/01/2010 that indicated an increase in the behavior for R142, as daily of dlthost daily. This was coded
as a 2. Follow-up interviews with EI(NITA) and ES(RNACY indicated that the facility had discovered that
the coding for this particular section of the MDS' hiad been donie incorrectly and that the sectioni of the MIDS in
questlon should have been coded as a 0. This would have been defined as not exhlblted it the last 30 days

2. Review of R89's MDS assessment dated 10/20709 révealed R8Y had impaired vision without visual
appliance. Observation of R89 on 4/ 14/ 10 at 1 PM and on 4/15/10 at approxunately 11 AM revealed R89
with eye glasses. Interview with R89 on 4/15/10 at 1 PM revealed that she did niot recall misplacing her
glisses in October, 2009. A telephone interview with R89's responsible party on 4/14/10 at approximately
12:30 PM revealed that she did not recall R§9 missirig glasses in October 2009. An interview with the
facility’s Registered Nurse Assessmient Coordinator(RNACY (E5) who coded the above information on
4/15/10 at 1:30 PM revealed that the above MDS was inaccurate sitice R89 had corrective glasses during the
assessment period.

AH
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CHURCHMAN VILLAGE : NEWARK, DE
D
PREFIX-
TAG SUMMARY STATEMENT OF DEFICEENC]ES 7

' - F 278 | 483 20(g) (]) ASSESSMENT ACCURACY/COORDINATION/CERTIFIED

. Any deﬁclency statement ending with an asterisk (*) denotes a deficiency which tlie institution may be excused froin correctiig providing it is detetmined ihat other safeguards provide sufficient
: protechon to the patienits. {See instructions.) Except for nursing homes, the findings stated above are disclasable 90 days following the daite of survey whether or niot a plan of comrection is provided.

For nursing hiomes, the above findings and plans of correction are disclosable 14 days following the date these documents are made available to the facility. If deficiencies are cited; an approved plan of

Thie above isolated deficiencies pose no actual hiarm to the residents
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3. Review of R13's MDS assessment dared 41/ 10 md:mated ﬂlaft R13 eithibfted sad, palned worried Facial
expression daily to almost daily. Tnterview with the social wotker (£7) whio codéd the above information
revealed that he coded based on the fact thist R13 was tecelvmg foutirie antl-ahmety taedication on a daily
basis and not based on the actual presence of thie above moevds. . :
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